ABSTRACT
Interpersonal perception and interpersonal feedback are basic processes in groups that are regarded as important by most group therapists. For some, interpersonal feedback is a central therapeutic factor (Yalom & Leszcz, 2005 ) that facilitates favorable outcome. In this issue of the Journal, David Marcus (2006) urges group therapists to use Kenny's (1994) social relations model (SOREMO) to conceptualize and understand interpersonal events in their groups, in particular interpersonal feedback. According to Marcus, the model can help group therapists think systematically about the determinants of feedback and the effects of feedback. When a patient provides feedback to another patient in a group, it is natural for the therapist to ask, "What determined the feedback (or the perception that led to the feedback)?" The SOREMO provides five answers to this question: (1) characteristics of the perceiver (perceiver effect), (2) characteristics of the person receiving the feedback (target effect), (3) an interaction between the characteristics of the perceiver and the person receiving the feedback (relationship effect), (4) characteristics of the group (constant effect), and (5) Error. Usually, all five of these effects are believed to contribute to the feedback to some degree.
Some of these effects (e.g., perceiver effect) are more subjective in nature and tell us more about the perceiver than the perceived. Others (e.g., target effect) are more objective and tell us more about the perceived than the perceivers. Both are process variables that may be associated with remaining, working, or benefiting in group therapy. Process variables inform us about how change has occurred rather than whether change has occurred. Thus, the investigation of process provides explanation that goes beyond prediction and that may provide new understanding that can lead to better prediction and greater facilitation of favorable change (Greenberg, 2000) . Failure to consider the process of change can create certain problems. These include questionable generalizability from laboratory studies to field studies and causal misattribution of mediating variables (Greene, 2000) . Although the potential value of monitoring the process of therapy is clear, it must be balanced with the potential intrusiveness of its measurement, which can lead to resistance on the part of both patients and therapists. An advantage of using the SOREMO system is that an entire set of process variables can be studied by means of relatively simple measurements (ratings). A second advantage is that both perceptual and behavioral process variables can be investigated. A third advantage is that the nonindependence of the variables (e.g., each subject is both a perceiver and a perceived person) does not violate the assumptions of the statistical analyses associated with the model, in contrast to conventional statistical analyses.
Thus, in previous articles (Marcus & Holahan, 1994; Marcus & Kashy, 1995) , Marcus has urged group therapy researchers to use the SOREMO as a statistical tool to quantitatively calculate the degree to which each of the effects contributes to perceptions and feedback in the group and the degree to which each effect is related to other variables such as the outcome of therapy. Marcus correctly observes that despite the existence of the model for over 20 years and its substantial research use in the areas of personality and social psychology, it has seldom been used by group therapists or group therapy researchers. Given the benefits associated with using the model, as highlighted by Marcus, the reasons for its neglect are in need of explanation.
Some of the requirements of the model provide partial insight into why the SOREMO has seldomly been used by group therapy researchers. At least once during a study, each patient must rate each of the other patients in his or her group on the construct that is being studied, a process known as round-robin ratings. Second, to separate error variance from stable variance, there must be two or more round-robin ratings at different points in time during the study. A third requirement is that there must be no missing data. (However, if missing data is minimal for a subject, estimated scores may be substituted.) A fourth requirement is that each group has a minimum of four members. Although not a require-ment of the model itself, a study should include a large number of groups in order to achieve satisfactory statistical power, in particular for analyses that use the group as the unit of measurement. This requires considerable resources over time. In addition to these reasons, we believed that others might become evident as a result of our using the model with data from one of our studies published previously in the Journal (Piper, McCallum, Joyce, Rosie, & Ogrodniczuk, 2001) .
In that earlier study, 16 short-term therapy groups were conducted to treat complicated grief. We investigated how each of two patient personality variables, quality of object relations (QOR; Piper & Duncan, 1999) and psychological mindedness (PM; McCallum & Piper, 1997) , interacted with two forms (interpretive vs. supportive) of short-term group therapy to bring about favorable outcome of treatment. QOR refers to a person's lifelong pattern of relationships, identified on a dimension ranging from primitive to mature. PM refers to a person's ability to understand people and their problems in psychological terms. For the interpretive groups, the primary objective was to enhance the patient's insight about repetitive conflicts and trauma that underlie and sustain the patients' problems. In the sessions, the therapist attempted to create a climate of tolerable deprivation and tension wherein conflicts could be examined in the here and now. In contrast, for the supportive groups, the primary objective was to improve the patients' adaptation and problem solving in regard to their day-to-day life problems. In the sessions, the therapist attempted to create a climate of gratification wherein patients could share experiences and receive praise for efforts at coping.
We had found minimal differences in the outcomes of the two forms of therapy; both demonstrated significant benefits. In addition, the results revealed a significant interaction between QOR and form of therapy on grief symptoms. Patients with more mature interpersonal relationships did better in interpretive therapy and patients with more primitive relationships did better in supportive therapy. We believe that patients with more mature relationships were better able to tolerate and make better use of the more demanding and confrontive features of interpretive therapy and that patients with more primitive relationships were better suited to the more gratifying and practical aspects of supportive therapy.
As part of the study, after each third of therapy, each patient rated the other patients in his or her group on a brief scale that measured positive regard. Advocates of client-centered therapy have long considered the therapist's positive regard for the patient, also referred to as caring or nonpossessive warmth, to be an extremely important therapeutic factor. It has been referred to as one of three necessary and sufficient conditions for patient benefit (Rogers, 1957) . Although some client-centered therapists have provided and studied group therapy, the primary focus has always remained on the conditions as manifested by the therapist, not the patients in the group.
The present study had three purposes. The first was to use the SOREMO to understand the nature and importance of patient positive regard in our previous study of short-term group therapy for complicated grief. The second was to compare the associations of positive regard to outcome, as calculated both by the SOREMO program and by a much simpler averaging procedure. The third was to discover explanations for the neglect of the model by group therapy researchers and clinicians.
METHOD

Procedure
A detailed description of the original study's design and methodology is presented in the original report (Piper et al., 2001 ). Briefly, of 139 patients who started therapy, 32 (23%) attended less than eight of the 12 group sessions. They were considered untreated and were labeled dropouts. Of the 107 completers (those who attended eight or more sessions), 53 were in interpretive therapy and 54 were in supportive therapy.
Patients
To be included in the study, patients had to obtain scores falling in the moderate to severe range on measures of the intensity and duration of grief symptoms and social dysfunction. The grief symptom scales were the Intrusion and Avoidance subscales of the 15-item Impact of Event Scale (Horowitz, Wilner, & Alvarez, 1979 ) and a set of 7 items developed by Prigerson and her colleagues (Prigerson et al., 1995) . Social dysfunction was assessed using the six subscales of the 54-item Social Adjustment Scale-Self Report (Weissman & Bothwell, 1976) .
The average age of the 107 therapy completers was 43.0 years (SD = 10.3, range = 19-67). Seventy-seven percent were women. The types of loss reported were parent (49%), partner (15%), sibling (10%), child (9%), friend (4%), and other (13%) such as grandparent. The average time since the loss was 8.9 years (SD = 11.1, range = .25 -52.0 years). A total of 73.8% of these patients received an Axis I diagnosis, the most frequent being current major depression (54.2%) and dysthymia (8.4%). A total of 55.1% of the patients received an Axis II diagnosis, the most prevalent disorders being avoidant (26.2%), dependent (13.1%), borderline (9.3%), and obsessive-compulsive (4.7%). Slightly more than a third of the patients (38.3%) received both Axis I and Axis II diagnoses (American Psychiatric Association, 1987) .
Therapists
The therapists were a 40-year-old male psychologist, a 41-year-old female social worker, and a 40-year-old female occupational therapist. The psychologist conducted four groups, and the other two therapists conducted six therapy groups each.
Therapies
As indicated above, patients received group therapy that emphasized either interpretive or supportive features. In interpretive therapy, the therapist was interpretive and transference sensitive and encouraged the exploration of interpersonal and intrapersonal conflicts. In supportive therapy, the therapist was noninterpretive and encouraged the sharing of problem solving and coping strategies. The therapists followed technical manuals for the two forms of therapy . Ratings of therapist adherence indicated that the two therapies were well differentiated and that the therapists had conducted the therapies as planned.
Measures
Positive Regard. This variable refers to the degree to which a patient regards another patient in positive terms with a sense of caring and nonpossessive warmth. The eight-item scale used in this study was derived from a larger set of items that was used in a previous study of cohesion (Piper, Marrache, Lacroix, Richardsen, & Jones, 1983) . Each item was rated on a 6-point, Likert-type scale that ranged from "very little" to "very much." Sample items are: "I like him (her)" and "I find it easy to communicate with him (her)." The internal consistency of the items was high as indicated by a Cronbach's alpha of .89.
Outcome Variables. Assessment of outcome included 14 measures (questionnaire or interview) that covered 15 variables in the areas of grief symptoms, interpersonal distress, social role functioning, psychiatric symptoms, self-esteem, life dissatisfaction, and physical functioning. The severity of disturbance associated with individualized target objectives, as rated by the patient and independent assessor, was also assessed.
Grief symptoms were measured by the seven-item Pathological Grief Inventory (PGI; Prigerson et al., 1995) , the seven-item Intrusion subscale and the eight-item Avoidance subscale of the Impact of Event Scale (IES; Horowitz, et al., 1979) , and the 13-item Present Feelings subscale of the Texas Revised Inventory of Grief (TRIG; Faschingbauer, Zisook, & DeVaul, 1987) . These three scales were completed for the one or two most significant death losses in the patient's life. The overall score from the 54-item So-USE OF THE SOCIAL RELATIONS MODEL cial Adjustment Scale-Self Report (Weissman & Bothwell, 1976) was used to measure social (role) dysfunction.
Residual change scores (pretherapy to posttherapy) were calculated for each of the 15 outcome variables. Because of moderate to high correlations between the residual change scores, a principal components analysis was used to reduce the 15 variables to a smaller number of outcome factors. Three factors emerged, accounting for 67% of the common variance. The factors represented change in General Symptoms (e.g., depression and anxiety), Grief Symptoms, and Target Objective Severity and Life Dissatisfaction. The factors and their loadings are presented in Table 1 .
RESULTS
Learning to Use the SOREMO Program
We used the SOREMO Version V.2 program, available from David Kenny's social relations model web site (Kenny, 1998) . However, the program is written in Fortran, a computer language that is no longer familiar to most social scientists. Although we used an instruction template called the SetSRM file that converts instructions into Fortran, lack of knowledge of Fortran remained an impediment. It took considerable time to become familiar with the program and to carry out analyses.
To use the SOREMO program, the data must be in a specific form that is different than those used with common spreadsheet-based statistics programs such as SPSS. Thus, if the data are in SPSS form, they need to be moved to a SOREMO text file. This is one of many steps where errors can be made. Unfortunately, errors are hard to find. If the number of subjects in the therapy groups differ, which is common in group therapy research, additional time is required to ensure that the data are entered correctly. Another difficulty is that there are no clearly defined columns with headers to indicate the type of data that is listed.
Next, the SetSRM file is used to build a file to instruct the SOREMO program. It involves providing answers to questions that are sometimes unclear. However, there is no built-in process for changing answers. If an error is identified, one must begin again. In order to conduct additional statistics not included in the SOREMO repertoire, one must convert the SOREMO output into a spreadsheet-based statistical program. Again, this must be done by hand, which represents an additional investment of time and opportunity for error. Our overall experience was that the program was not easy to learn or use. In regard to data preparation, we were fortunate that the amount of missing data for the positive regard ratings was small. Only three of the 107 patients who completed therapy had to be deleted. Because there were three assessments (after each third of therapy), missing data at the first or second assessment were substituted with the data from the following assessment; missing data at the third assessment was substituted with data from the preceding assessment. In addition to the usual three relative variance components (perceiver, target, and relationship), the SOREMO Version V.2 program distinguishes stable variance from unstable variance for each component. Kenny suggests that stable variance and unstable variance correspond roughly to true and error variance, respectively. For our sample, the total stable variance was 71% and the Unstable Variance 29%. Respectively, the amounts of stable and unstable relative variance for the three components were: Perceiver (37% and 11%), Target (16% and 2%), and Relationship (18% and 16%). Single-group t-tests, which tested whether the mean of stable variance differed from zero, indicated that the stable variance for all three components was significant. The stable variance perceiver effect was approximately twice as large as either the target effect or the relationship effect.
Two additional indices are provided by the SOREMO program. The generalized reciprocity index is the correlation between the perceiver effect and the target effect. It addresses the question, "Are the rater's ratings of others on positive regard similar to how others rate him (her)?" If high raters receive high ratings and low raters receive low ratings, the correlation for generalized reciprocity would be high. The dyadic reciprocity index addresses the question, "For each dyad of patients in a group, is the rating of one member of the pair similar to the rating of the other?" In the present study, both generalized reciprocity and dyadic reciprocity were nonsignificant, indicating considerable independence between the ratings.
Relationships Between SOREMO Effects and Outcome Factors
The SOREMO program generated SOREMO effect estimates (averaged over the three assessments) for each patient, which were used to calculate Pearson correlation coefficients between each of the three effect estimates and the three outcome factors. One correlation for the perceiver effect approached significance. The greater the perceiver effect estimate, the better the outcome on Factor 1 [General Symptomatology, r(78) = -.22, p = .06], showing a tendency for those who rated others with greater regard to do better on general symptomotology. Two significant correlations for the target effect did reach significance. The greater the target effect estimate, the better the outcome on Factor 1 [General Symptomatology, r(78) = -.36, p = .002], and on Factor 3 [Target Objectives and Life Dissatisfaction, r(85) = -.30, p = .007]. That is, those who were rated with higher positive regard by others in the group did better on these two outcome measures. There were no significant correlations for the relationship effect.
Relationships Between Simple Averaged Variables and Outcome Factors
In previous group research that focused on patient perceptions of other patients in day treatment (Piper, Joyce, Rosie, & Azim, 1994) , we had calculated both the mean of each patient's ratings of how hard other patients worked in group therapy and the simple mean of the other patients' ratings of how hard the patient worked. We found these simple means to be significantly related to outcome in day treatment. Because of our previous experience in the day treatment study and the limitations and difficulties that we experienced with the SOREMO program in the present study, we decided to calculate both the simple mean of the patient's ratings of positive regard for the others in the group, analogous to the perceiver effect, and the simple mean of the other patients' ratings of positive regard for the patient, analogous to the target effect, and then compare their correlations with outcome with those using the SOREMO effect estimates. The correlations between the patient's mean rating of positive regard for others and the outcome factors were all nonsignificant, but there were two significant correlations for the other patients' mean rating of the patient. The greater the other patients' mean rating of a patient, the better that patient's outcome on Factor 1 [General Symptoms, r(93) = -.26, p = .012] and Factor 3 [Target Objectives and Life Dissatisfaction, r(93) = -.27, p = .006]. Thus, USE OF THE SOCIAL RELATIONS MODEL the correlations to outcome using the simply calculated mean ratings of positive regard were very similar to the corresponding correlations using the SOREMO positive regard effect estimates.
The reason for the similarity became very clear when we calculated correlations between the SOREMO effect estimates and the analogous simply calculated means. The correlation between the perceiver effect estimates and the patient's mean rating of positive regard for others was .99. The correlation between the target effect estimates and the mean of the others' rating of positive regard for the patient was .97. Clearly, the analogous scores overlapped almost completely with the SOREMO estimates.
The finding of a direct relationship between the degree to which patients were regarded positively by the other members of the group and the degree to which they experienced favorable outcome is consistent with Rogerian theory, except of course that positive regard in this study emanated from other patients rather than the therapist. According to Rogers (1957) , positive regard is one of three necessary and sufficient conditions provided by the therapist that leads to self-acceptance, personal growth through self-actualization, and ultimately favorable change in the problems that brought the client to psychotherapy. It is part of optimal here-and-now experiencing. Although Rogers did not consider the role of patient positive regard, there is no reason why other patients in a therapy group could not provide this beneficial condition. While the forms of group therapy in the study were not client-centered, it seems reasonable to expect that a climate of positive regard and acceptance by other patients would facilitate therapeutic processes among patients who were experiencing complicated grief.
Change over Time and Differences Between Interpretive and Supportive Therapy
We were also interested in whether the two SOREMO effect estimates (perceiver, target) and the analogous, simple mean scores (patient's rating of others, others' rating of the patient) changed over the three assessments and whether the change was different for interpretive versus supportive therapy. We used a mixed model, repeated measures ANOVA to test for the main effect of time and the interaction between time and form of therapy. For each of the four variables, there was a significant main effect for time, indicating an increase over the course of therapy. Significant interaction effects were also obtained, indicating that patients in supportive therapy increased more than interpretive therapy patients, both in their positive regard for others and in others' regard for them. In addition, for the target and the others' rating of the patient variables, there was a significant main effect for form of therapy, indicating higher levels of positive regard for patients in supportive therapy when compared to interpretive therapy. The statistics for these analyses are presented in Table 2 . Once again, the findings for the two sets of variables were very similar.
DISCUSSION
The first purpose of the present study was to use the SOREMO to learn about the nature and importance of patient positive regard in short-term therapy groups for complicated grief. Partitioning the relative variance of the perception of positive regard into the three components (perceiver, target, and relationship) revealed that all three accounted for significant proportions of variance. However, the perceiver effect accounted for approximately twice as much variance as either the target effect or the relationship effect. This suggests that ratings of positive regard are more determined by the subjective perception of the rater (perceiver effect) than by the more objective characteristics of the person being rated (target effect), or by the unique interaction of the rater and the person being rated (relationship effect). As Marcus and others have indicated, this is similarly the case when the construct being studied is a relatively subjective personality characteristic rather than a more objective physical characteristic.
It was also notable that the most objective of the components, the target effect, had the least (2%) unstable variance associated with it. This effect was significantly related to favorable outcome for two of the three outcome factors (General Symptomatology, Target Objectives, and Life Dissatisfaction), indicating that the more that the patient was the recipient of positive regard by the other patients in the group, the better the outcome of treatment. Neither the perceiver effect nor the relationship effect was significantly related to outcome.
We also investigated change over the three assessments. We found that both positive regard of the patient for others (perceiver effect) and positive regard of others for the patient (target effect) increased significantly over the course of therapy, and that the increase was greater for patients in supportive therapy than interpretive therapy. This is consistent with finding a greater amount of positive regard in supportive therapy than interpretive therapy. It is understandable that as completers in a therapy group continue to work together, their positive regard for one another increases. It is also understandable that the increase and amount of positive regard would be greater in a form of group therapy that fosters a climate of gratification where members receive praise for their efforts, namely supportive therapy. The second purpose of the study was to compare the strength of the relationships of certain of the SOREMO effects (perceiver, target) with outcome to the strength of the relationships of analogous variables, calculated more simply, with outcome. The relationships of both pairs of variables with outcome turned out to be very similar. This was also true for the findings concerning the changes in these variables over the course of therapy. As we discovered, the correlations between the two SOREMO effect estimates and the analogous variables were very high. Another advantage of the analogous variables compared to the SOREMO variables is that moderate amounts of missing data do not create a serious problem. This is because the analogous variables are means that can be calculated from the available ratings rather than all ratings. Kenny and Marcus argue that traditional data analytic approaches (e.g., repeated measures ANOVA) should not be used with group data because of the nonindependence of data provided by group members. They claim that the SOREMO overcomes the nonindependence issue. Nevertheless, our findings based on the use of repeated measures ANOVA with simply calculated mean scores were essentially the same as those based on SOREMO effect estimates.
However, there are some analyses that are unique to the SOREMO program. They provide information that is not available from the simpler method of calculating means. Examples include partitioning the variation of the ratings into the three major components (perceiver, target, and relationship), calculating relationship effect estimates, separating the variance into stable and unstable proportions, and calculating the two reciprocity coefficients (generalized, dyadic). The important question is whether the effort that is required to calculate these additional statistics using the SOREMO program is worthwhile. We believe that most group therapy clinicians would say no, although group therapy researchers may find the extra effort fruitful.
The third purpose of the study was to discover reasons why group therapists have rarely used the SOREMO either as a conceptual system to enhance their understanding of interpersonal events in their therapy groups or as a research tool to test hypotheses about interpersonal events in a set of therapy groups. In regard to the former, using the SOREMO requires learning a new vocabulary, some of which is intuitively meaningful (e.g., perceiver, target) and some of which is not (e.g., relationship, generalized reciprocity, dyadic reciprocity). Depending on the nature of the interpersonal event under focus, a number of synonyms for its most basic concepts are used in the literature. Perceiver is alternatively referred to as actor, sender, or donor, while target is alternatively referred to as partner, receiver, or recipient. Sometimes these terms are used interchangeably in a single article, which is confusing when trying to familiarize oneself with a new system. In addition, the majority of the SOREMO terminology is descriptive rather than explanatory, which limits its appeal. Although terminology from other theoretical orientations (e.g., transference or projection from psychodynamic theory) can be translated into SOREMO terminology, it is not clear why clinicians would want to make a special effort to do so. Because the SOREMO is generally not taught as part of the training of clinicians, by the time that clinicians are introduced to it, such as by reading Marcus's or our article in this issue of the Journal, other theoretical systems with their own terminology and explanatory concepts are well ingrained.
SOREMO does appear to have considerable potential as a research tool. Its unique partitioning of the variance of interpersonal events, its separation of stable and unstable variance, its freedom from the statistical problem of nonindependence of data, and its generation of a comprehensive set of effect estimates that can be used to test a variety of hypotheses are some of the features that make the system appealing and worthwhile to group therapy researchers. There are two major impediments that serve to discourage group researchers from using the system. The first is the rather stringent set of crite-ria that must be met in order to use the system. These include having round-robin ratings (ideally taken more than once) with no missing data, having a minimum group size of four or more patients, and having a large set of groups to achieve reasonable power. These are not trivial achievements in clinical research of group therapy. The second impediment is difficulty learning the model, running the program, and learning to interpret the program's output. Our own experience involved many starts and stops. Learning the system was challenging, a process that required considerable persistence and time. If group therapy researchers are willing to make significant investments of energy and time, the system is certainly within their grasp. This may not be true for clinicians who merely have an interest in collecting a small amount of data.
In the current era of evidence-based treatments, there is an increasing number of group therapists who regard themselves not as researchers, but accountable clinicians who want to collect outcome data from their groups on an ongoing basis to demonstrate their effectiveness. It is conceivable that they might be interested in collecting process data as well, such as the round-robin data of positive regard ratings in the present study, to explore the power of such variables in predicting who remains, works, or benefits in their groups, as well as those who are at risk for dropping out or deteriorating. This raises the question as to whether it is feasible for them to learn and use the SOREMO or whether they would be better advised to use simple mean scores of the ratings. The results of the current study suggest the latter. If, however, in the future more user-friendly methods of learning the system are made available and even stronger associations with important clinical outcomes are demonstrated, it may well be worth their while to use the SOREMO. The future use of the SOREMO by group therapists as a conceptual system or as a research tool remains uncertain. If group therapy researchers are able to demonstrate that clinically important, process-outcome findings emerge from the use of the SOREMO program, this will go a long way toward facilitating its acceptance and use. Our own research team intends to explore this possibility in future studies using the SOREMO. We hope to fill some of the void that has existed histori-cally in conducting process-outcome research. Greater understanding of the mediating variables of favorable outcome in group therapy can only benefit the field in the long run.
